[T Nuclear G wudto Corpratn

Route 9 South

Forked River, New Jersey OB731-03688
609 9714000

Writer's Direst Dial Number

(321-92-2160

May 20, 199

U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, DC 20555

Dear Sir:
Subject: Oyster Creek Nuclear Generating Station

Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Evert Report 92-003.

Oysfer Creek
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Enclosure

cc: Administrator, Region 1

Senior NRC Resident Inspector
Oyster Creek NRC Project Manager
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On April 20, 1992 at approximately 1255 houre, the reactor was operating at
approximately 100% power and Procedure 607.4.004, Containment Spray und Emergency
Service Water System 1 Pump Operability and In-pervice Test was in progress.The
operator performing the survelllance overlooked & portion of a step in the
procedure to stop the Containment Spray pump and procecvded to next step which
poesitioned the system mode gwitch to the AUTO position., Thie lines up the system
valves for the Drywell Spray mode. The operator recognized the error and secured
the Containment Spray Pump within 29 seconds, During this period approximately
B82% gallons of Torug water entered the Drywell. The cause of thie occurrence is
attributed to operator error, A contributing cause tO0 this event was the
involved procedure step which contained several action statements,

The Plant Transient Review Group (PTRG) was convened to determine the
eignificance. The results of the review determined that all safety related
functions would be unaffected by the event with the possible exception of the
acoustic a d thermocouple monitors associated with the main steam safety and
electromatic relief valves. The PTRC recommended testing of these systems, which
was started at 1730 hours and successfully completed at 2320 haours. A critigue
was held, and appropriate perscnnel actions were taken with respect to the
individual involved. Procedural changes have algo been made to separate the
multiple acrion statemants contained in the involved procedure step. AN ongoing
procedure upgrade program includes a review af procedures for multiple action
gtatements.
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ANALYS1S OF OCCURRENCE AND SAFETY ASEESSMENT

The FPlant Transient Review Uroup (PTRG) was convened to determine the
significance of this event., A review of plant data indicated there were no
Lnmediate of obvious adverse effects on any equipment contained in the drywell.
A listing of safety related equipment contained in the Drywell wae reviewed with
respect to the Environmental Qualification and faillure mode of the eguipment to
determine if any safety related function wae in question,

The resultse of the review determined that all esafety related functions would be
unaffected by the event with the possible exception of the acoustic and
thermocouple monitors associated with the main steam pafety and electromatic
relief valves. The FPTRG recommended teeting of these systems, which was started
st 1730 hours and successfully completed at 2220 hours.

Based upon the above safety significance of this event is considered minimal,

CORRECTAVE ACTION

N eritigue wae held and appropriate personnel action was taken with respect to
the individual involved (n this event.

Procedural changes were made in the rejerenc~d procedure to separate t . multiple
act lon statements contained in the invelved procedure step. An ongoling procedure
upgrade program include. a review of procedures for multiple action statements.

Management discussions with the operatore involved concerning the need to perform
Self-Checking, and the Work Pertormence Standard on Frocedure Compliance were
held. Management determined the appropriate training/requalification of the
operator performing the surveillance, prior to resuming licensed duties.

The expectations of Operations Management regarding compliance with the
Operations Depariment Standard on Procedure Compliance have been communicated to

all Uperaticns Department FPersonnel.

A critigue of thie event wae issued as required reading for all
Licensed/Non~Licensed Operations personnel and all graff License or Certification

holders.

Development of che concept of Crew Self-Checking, inciuding a training module for
presentation to ea’h o1 the operating crews will be considered for
implementation.

Evaluation of the need for and, where necessary, refresher self-checking training
will be provided for all Licensed/Non~Licensed Operations Department personnel.

SIMILAR EVENTS

None .
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